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Abstract

Chukwudi Christopher Ekwemalor, PhD(c), MBA, MSN
Treatment Recidivism in Adolescents with Mental Illness: A Focused Applied Medical
Ethnography
August, 2016
Background

Treatment recidivism, described as frequent unplanned relapse readmissions, is a
national problem predominant in adolescents with mental illness with significant
socioeconomic consequences. Adolescents living with mental illness are a sub-culture of
adolescence, the critical growth period of developmental and social transition from
childhood to adulthood. The main triggers of treatment recidivism in this population are
not fully understood from previous studies.

Purpose

The study purpose was to explore treatment recidivism with the following aims:
1. To illuminate treatment recidivism from the perspectives of recidivist adolescents
with mental illness.
2. To describe the main factors that contribute to treatment recidivism and how best
to minimize them from the perspectives of these adolescents.
3. To describe the interaction of the recidivist adolescents with mental illness with
the medical culture.
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Methods
The design was a focused applied medical ethnography that involved face-to-face
interviews of 16 purposively selected recidivist adolescents that met the eligibility criteria
who were on inpatient readmission in the study hospital. Individual and group interviews
were conducted until data saturation was achieved. Participants also were unobtrusively
observed and demographic information was extracted from their medical records.
Interview transcripts and other data were organized with NVivo 11 Pro software during
data analysis to derive repetitive patterns and themes that revealed the perspectives of the
participants.
Findings
The 16 participants were near unanimous that the “additional stressors” of
problematic parental relations and school bullying were the main triggers of treatment
recidivism. They suggested that these main triggers were responsible for treatment
recidivism over and above their “routine stressors” of adolescence and mental illness and
needed to be addressed to minimize the problem. The participants had a mixed perception
of treatment recidivism and described their interaction with the medical culture as mostly
positive.
Conclusion
Further research is needed on larger samples to determine the impact of parental
relations and school bullying on recidivism in adolescents with mental illness.
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Summary of Study
Treatment recidivism, conceptualized as frequent unplanned relapse readmissions,
is a national problem, predominant in adolescents with mental illness. Frequent inpatient
hospital readmission in adolescents with mental illness is varied, but higher than reported
in most other populations. Arnold et al. (2003) estimate readmission at 19% in six months
for adolescents after initial inpatient psychiatric unit discharge. Bobier and Warwick
(2005) reported a 65% readmission rate in a 12-month period post discharge. Goldstein,
Frosch, Davarya, and Leaf (2007) reported that 19% of child and adolescent psychiatric
patients were readmitted to emergency services in a six-month follow-up period.
Fontanella (2008) estimates that 24 to 38% of adolescents were readmitted to a
psychiatric unit one-year after inpatient discharge.
Treatment recidivism is a significant social and economic problem considering
the adolescents’ burden of mental illness, decreased school and job performance,
disruption of lives of patients’ families, and the inevitable contribution to the increasing
cost of healthcare. It could dramatically impact adolescent lives and lead to chronic adult
mental illness, criminality, and risky behaviors such as suicide, alcohol, and substance
use among others. It has been reported that about 20% of adolescents have diagnosable
mental illness (CDC, 2014; Schwarz, 2009), but less than half of that percentage actually
receive treatment (Costello, He, Sampson, Kessler & Merikangas, 2013). Cost
implications could not be easily ascertained, but can be imagined from the cost estimates
of inpatient hospitalization. Fontanella (2008) reported that inpatient services accounted
for about 33% of the total mental health expenditures for children and adolescents in the
United States.
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Culture has been defined in terms of the beliefs, values, and behavior
characteristics of a particular social, ethnic, illness or age group as well as society
(Dictionary.com, 2015; Engebretson, 2011). Adolescents living with mental illness are a
sub-culture of adolescence, the critical growth period of developmental and social
transition from childhood to adulthood. Adolescence is a sub-culture of the broader
societal culture, because of beliefs, values, and behavior aspects of that growth period
(Erickson, 1968; Steinberg, 2011).
Treatment recidivism has persisted and even increased since the time of managedcare despite various efforts to address it (James et al., 2010; Garrison & Daigler, 2006).
The factors that influence recidivism in adolescents with mental illness are multiple, but
not yet fully understood. Previous efforts to address treatment recidivism or frequent
readmission have evaluated the effectiveness of aftercare services (James et al., 2010;
Carlisle, Mamdani, Schachar & To, 2012) and factors such as patients’ clinical status,
treatment models, family and environmental characteristics (Fontanella, 2008; Barker,
Jairam, Rocca, Goddard & Matthey, 2010) with mixed and sometimes conflicting results.
The current effort of the Affordable Care Act (ACA, 2010) to address treatment
recidivism or frequent readmission is limited to certain categories of patients’ conditions
that do not yet include adolescents with mental illness.
A review of the literature revealed a dearth of research studies on treatment
recidivism in adolescents with mental illness compared to their adult counterparts, despite
the fact that treatment recidivism is more prevalent in the adolescents with mental illness
(Bobier & Warwick, 2005; Barker et al, 2010; James et al, 2010). Moreover, most of the
previous studies were quantitative and did not sufficiently seek the views of the recidivist

3

adolescents with mental illness on treatment recidivism. The purpose of this study was to
qualitatively explore treatment recidivism from the perspective of these adolescents with
mental illness. The aims of this study were:
1. To illuminate treatment recidivism from the perspectives of recidivist adolescents
with mental illness.
2. To describe the main factors that contribute to treatment recidivism and how best
to minimize them from the perspectives of these adolescents.
3. To describe the interaction of the recidivist adolescents with mental illness with
the medical culture.
Methods
Design
Focused applied medical ethnography, a type of qualitative method used to seek
the understanding of a subcultural group on a specific issue (Engebretson, 2011; Muecke,
1994; Richards & Morse, 2013) was used to gain a better understanding of treatment
recidivism from the perspectives of purposively selected recidivist adolescents on
admission in an urban southwestern United States psychiatric hospital. This focused
applied medical ethnographic study was done through audio-recorded individual and
group interviews to ensure that the interpretation of the participants’ perspectives of their
experience was well described (Engebretson, 2011; Polit & Beck, 2012; Richards &
Morse, 2013; Silverman, 2014; Thorne, 2008). The interviews were complemented by
information from their electronic medical records and the non-participant field
observations of the participants’ interaction among themselves and with others in the
hospital unit.
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Setting and Sample
The study setting was a large inpatient psychiatric hospital, in an urban city in the
southwestern United States. The hospital has a dedicated 20-bed general child/adolescent
psychiatric unit frequently used by adolescents from the surrounding communities with a
whole spectrum of mental illnesses. A purposive sampling method was used to recruit 16
recidivist adolescents who met the eligibility criteria and who were articulate enough to
provide adequate perspectives. Sixteen participants made up of nine female and seven
male adolescents were recruited and interviewed before data saturation was achieved. It
was anticipated that 10-20 participants would be needed to reach saturation and
redundancy in this type of qualitative study (Polit & Beck, 2012, Richards & Morse,
2013; Thorne, 2008).

Inclusion and Exclusion Criteria
Inclusion of participants was based on the following:
i.

Adolescent aged 13 to 17 years,

ii.

Admitted to the study hospital at the time of recruitment,

iii.

Diagnosed with at least one mental illness, based on the DSM-IV (APA,
2000 & 2013) criteria and documented in participants’ medical records,

iv.

A history of at least one previous inpatient admission and discharge from
a psychiatric hospital for which the present admission is due to relapse,

v.

Ability to read and speak English at 6th grade level or more.
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Exclusion of participants was based on the following:
i.

Presence of intellectual disability and communication disorders,

ii.

Presence of any serious medical condition for which the patient had been
hospitalized at least twice in the last 6 months before recruitment.

Recruitment and Data Collection
Institutional Review Board (IRB) approval was obtained before the study
commenced. The principal investigator (PI) met with parents/guardians of identified
potential participants, explained the study to them, and asked for their consent to allow
their adolescents participate in the study. Adolescents whose parents/guardians consented
were approached, the study explained to them, and their assent requested to be in the
study. The consents and assents were obtained at the study facility with forms approved
by the IRB. The consent and assent documents prepared in two original sets were signed
by both the parents and the participants and witnessed by the PI and any unit nurses
present. One set of the signed documents was then given to the parents/guardian while
the other set was retained for the study in the PI’s locked cabinet.
The parents and participants were approached within one week of the
participants’ admission to the hospital to allow time for a reduction in potential increased
anxiety level of the parents and for stabilization of the participants from their acute
precipitating admission condition. The nurses confirmed that the adolescents were stable
enough to be recruited and interviewed and the PI also verified participants’ stability in
the course of explaining the study to obtain assents after parental consents. The
participants were promised and given a $25 Walmart gift-card in appreciation of their
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time and effort in successfully completing the study interviews. The gift-cards were
deposited with the hospital and released to the participants on discharge.
The recruitment and data collection phase concluded with the achievement of data
saturation and redundancy after the recruitment and interview of a total of 16 participants.
Data collection involved the interview, non-participant unit observation of the
participants, and the extraction of demographic information from the participants’
electronic medical records (see Table. 1). All participants were interviewed individually
at first and later in groups when three of them were present at the same time in the unit.
The individual and group interviews were conducted by the PI in the study hospital unit
office rooms that were assigned for that purpose by the charge nurses. All unit office
rooms used for the interviews provided enough privacy to allow the participants to
confidently share their perspectives on the aims of the study. The face-to-face oral
interviews were conducted using the topic guide and sample questions shown in
Appendix A and B respectively. The sample questions were modified, dropped, or new
questions introduced as necessary during the actual interviews based on the participants’
responses and information from their medical records in line with ethnographic
methodology (Kvale & Brinkmann, 2009; Richards & Morse, 2013; Spradley, 1979). The
questions asked addressed the content of the four topic guide categories aligned with the
aims of the study.
The interviews were taped with a digital audio-recorder. The individual
interviews were initially done in two to three segments until it was clear that the
participants said whatever they wanted to say in one segment and sufficiently addressed
all aspects of the study aims. Thereafter, the remaining interviews were done in only one
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segment for each participant. Three group interviews were conducted with three
participants previously interviewed individually. The three group interviews were done
with three different participants in each group so that no participant was involved in more
than one group interview. Not all participants were involved in the group interviews as
some were discharged before that process. The three group interviews were also audiotaped. Non-verbal observations of the participants were jotted down during or
immediately after both the individual and group interviews.
The demographics information shown in Table1was extracted from participants’
electronic medical records. Field notes of the PI’s non-participant observation of the
participants as they interacted in the milieu were jotted down to better understand the
adolescents and their interview responses. The recruitment, interview, observation and
extraction of information from participants’ medical records lasted about seven weeks
when the PI suspected that data saturation had been achieved with 14 participants. Data
saturation was further confirmed with the recruitment and interview of an additional two
participants for a total of 16 participants which was within the range of 10-20 participants
proposed and considered adequate for a study of this kind (Polit & Beck, 2012; Richards
& Morse, 2013; Thorne, 2008).
The parents of the participants were not formally interviewed, but provided
necessary information during the interaction with the PI in the course of obtaining
parental consents. The PI also followed up with some parents after their adolescents’
interviews during family visitation when necessary. This information was jotted down in
the field notes and used to verify participants’ interview and electronic medical records
data where necessary. Most of the parents/guardians of the participants requested to be
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informed about the outcome of the study while giving consent, and provided their
telephone numbers to the PI for that purpose.
Data collection was concluded when data saturation was achieved with both
individual and group interviews. The data saturation assessment was confirmed by the
qualitative method expert and the chair of the dissertation committee who listened to a
series of the audio recorded individual and group interviews of the participants and read
the transcripts.
Data Management and Analysis
The interviews were transcribed verbatim by a professional transcriptionist. The
PI validated the transcriptions and edited as necessary. The edited transcripts were used
in data analysis together with the study memos, observation and other field notes, and
extracted medical records information of the participants. Unique codes were used to deidentify participants for confidentiality and the code sheet was safely secured by the PI in
a locked cabinet.
To further confidentiality, information from the study was only shared with the
study advisors and the professional transcription organization with a track record of
confidential handling of medical research data. The study advisors vetted the entire
process and guided and debriefed the PI. Some of the original interview audio-records,
original verbatim transcripts and the edited versions were sent to the chair and qualitative
method expert of the dissertation committee of this study for review and confirmation of
the level of agreement.
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Data analysis was done concurrently and almost simultaneously with data
collection. Interview transcripts were formatted to enable the transcripts to be used in the
NVivo 11 Pro (QSR International, 2013) data management software. The PI commenced
data analysis by reading and re-reading the transcripts uploaded into the software to
immerse and familiarize himself with the data (Kvale & Brinkmann, 2009; Saldana,
2013; Thorne, 2008) before coding and categorizing the data. Broad-brush coding was
first used in the categorization process which followed the study topic guide categories.
Detailed coding then followed with the creation of hierarchies of sub-codes under the
categories that aligned with the aims of the study. Participants’ perspectives that
addressed the aims of the study were derived from the repetitive patterns and themes
revealed in the detailed coding process. The coding process was discussed with the
qualitative method expert and the chair of the dissertation committee as it progressed
clarifying the process and reflexivity.
The four stage ethno-nursing (Leininger, 2005) and thematic (Saldana, 2013)
analysis methods were used to guide the analytic process. The first stage of the ethnonursing analysis involves collection, description and recording of data; the second stage
involves, the identification and categorization of descriptors of data about the domain; the
third stage involves the identification of patterns in the context of the environment and
the fourth stage involves the identification of major themes, presenting findings, and
making recommendations for future research based on insights revealed by the study. The
identified repetitive patterns and themes from the analytic process were the basis of the
reported study findings.
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The PI made reasonable efforts to achieve rigor and meet the quality criteria of
credibility, authenticity, criticality, integrity, explicitness, vividness, creativity,
thoroughness, and congruence (Whittemore, Chase & Mandle, 2001). These efforts
included that an operational manual approved with the proposal was strictly used in the
conduct of the study and that participants’ interviews were audio-recorded and
transcribed verbatim. The use of purposive sampling method ensured that the recidivist
adolescents selected were those capable of effective contribution to the study and the
participants were informed not to discuss their responses with others except during the
group interviews. The three group interviews were constituted with three different groups
of participants, so that no participant took part in more than one group interview. The
comparison and verification of participants’ interview responses with data from their
electronic medical records, parents, clinical staff and field observation notes provided a
level of triangulation. Finally, the data collection and analytic processes were
continuously discussed with the qualitative method expert member and chair of the study
dissertation committee for debriefing and critical feedback.

Findings

Overview
The 16 participants in this study included six Black, four Hispanic and six White
recidivist adolescents who were in the age range of 15-17 years (13 out of the 16
participants). The majority of the participants in this study were from low socioeconomic
families (11 out of the 16 participants). A slight majority of the participants were females
(nine out of the 16 participants) and most were diagnosed with psychiatric or combined
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psychiatric disorders (14 out of the 16 participants) rather than combined psychiatric and
substance use disorders (Table 1). None had substance use disorder alone. The
psychiatric disorders noted were mostly bipolar disorder (eight out of the 16 participants)
and mood or attention deficit hyperactive disorder (each with five out of the 16
participants). The other psychiatric or substance use disorders were each less than 20% of
the total. Beyond the above variations, the participants were near evenly spread in other
demographic data explored in this study.
The participants described a mixed perception of treatment recidivism. They
voiced dislike for their frequent inpatient hospital readmission, but believed it was
necessary. They were emphatic that the “additional stressors” of problematic parental
relations and bullying in schools were the major contributors to treatment recidivism over
and above the “routine stressors” of adolescence; psychiatric diagnosis, medication
compliance issues, and aftercare follow up. The participants mostly described a positive
perception of their interaction with the medical culture.

General Perception of Treatment Recidivism
All of the 16 participants had mixed perceptions of treatment recidivism, but said
that they had no special name for it other than readmission or relapse. Though the
participants were not comfortable with their frequent return to the hospital, they
considered it necessary to manage an acute escalating situation that could not be handled
well at home, especially as the home was a main part of the problem. A 15 year old
female participant put it this way: “Well, it is bad to come to the hospital again and
again. But, at the same time, it’s good, because you needed the help. It’s better to be back
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than the alternative”. Another 15 year old female agreed: “Well, I think it’s good when
you are here and you learn. But, I think it’s bad that you are here because you shouldn’t
be here often”. A 13 year old male participant said this: “I didn’t want to come to the
hospital, but I had to come because I needed help”. Similar views ran across the rest of
the study participants. Another 15 year old male participant added: “I believe that what's
needed is needed and if you have to come back then you should come back, then it's in
your best interest that you do”.
Main Contributing Factors to Treatment Recidivism
The analysis of data from the 16 participants revealed the two main themes of
“problematic parental relations” and “bullying” in schools as the main contributors to
their treatment recidivism. However, they acknowledged the presence of “routine
stressors”. A model integrating the contribution of the major “additional stressors” of
problematic parental relations and bullying in school found in this study with the “routine
stressors” of adolescence, psychiatric diagnosis, medication compliance issues, aftercare
follow up issues, to treatment recidivism in adolescents with mental illness is illustrated
in Figure. 1.

Problematic parental relations.
The participants were emphatic that the “additional stressor” of problematic
parental relations derived from the repetitive patterns of conflicts or not getting along
with their parents described in various forms such as “conflict with my parents”, “ my
parents do not understand me”, “my mom makes me mad” , “dad should stop all the
insults”, and similar others was a main trigger of treatment recidivism that underlie the
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complaints of suicidal ideation and threats, non-suicidal self-injuries/self-cutting, anger,
aggression, fighting, acting out, truancy, and depression that led to their frequent
readmission. They believe the above listed signs and symptoms manifested their feelings
of isolation, alienation, loneliness, desperation, not being loved and wanted, distrust, and
worthlessness mostly due to the underlying trigger of problematic parental relations.
The participants were unequivocal that the additional stressors of problematic
parental relations was a major trigger of treatment recidivism, but they also
acknowledged the contribution of some obvious factors previously noted in the literature
such as their psychiatric diagnosis, medication non-compliance, lack of aftercare services
follow-up, neighborhood and family circumstances. However, they viewed these as
“routine stressors”, more like the “hygiene factors” in Herzberg’s motivational theory
(Herzberg, 1968; Herzberg, Mausner & Snyderman, 1959). They thought that though
they could function reasonably with the routine stressors which could nevertheless cause
readmission, but not as much as the additional stressors which triggered frequent
readmission or treatment recidivism. One 15 year old female participant said this about
problematic parental relations trigger: “Most of the time I hear from other teens that their
parents brought them here because they were having problems with their parents rather
than at school or at work”. A 16 year old male talking about his mother added: “I try to
be calm but then she does everything in her power to get me mad”. A 15 year old female
participant said: “Just that I feel like my parent, my family doesn't love me for me, and I
feel like they don't accept me. Since I admitted that I was gay and my mom didn't take it
so well”. Yet, another 15 year old male participant put it in a different way: “I believe
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that the parents in the way they treat their child and the way they interact, how much
they're willing to help them are factors that play roles in coming back to the hospital”.
Bullying in schools.
Bullying in schools has been variously defined, but essentially as unwanted
aggressive physical or verbal behavior due to some power imbalance that is likely
repeated over time with the intention of excluding the bullied from the group (Bullying
Definition, n.d.). “Bullying” in schools derived from the repetitive patterns of difficult
interpersonal relations with school mates described variously as “bullying”, “how the
students interact with each other”, “they say all sorts of things to get you”, and “guys
sometimes fake illness to avoid going to school because of other kids”, which appear to
align with the above definition of bullying. They believed that bullying was just as
problematic parental relations a major trigger of treatment recidivism that underlies the
complaints of suicidal ideation and threats, non-suicidal self-injuries/self-cutting, anger,
aggression, fighting, acting out, truancy, and depression usually documented as reasons
for their readmission. They voiced that the above listed signs and symptoms manifested
their feelings of isolation, alienation, loneliness, desperation, not being loved, distrust,
and worthlessness mostly due to the underlying trigger of bullying.
On bullying in schools as a main trigger of treatment recidivism, a 16 year old
male responded: “I think school plays a major part, because of bullying and peer
pressure”. Another 15 year old female replied: “Most of the time the kids are depressed
because they’re students in a school where they get bullied”. One 14 year old male
participant added: “We may start faking illness just not to go to school and experience
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bullying”. Another 15 year old male simply replied to main triggers: “It’s problems from
school and from home, but mainly home”. A 17 year old female participant blamed
bullying thus: “Sometimes, it could be because of bullying. That’s just bullying or people
just saying stuff just to get to you, some stuff like that”.

Suggestions to Reduce Treatment Recidivism
The participants suggested that addressing the additional stressor triggers of
problematic parental relations and bullying in schools could reduce treatment recidivism.
They also envisaged that the routine stressors such as ensuring medication compliance,
follow-up with aftercare treatment and counselling services, and neighborhood issues
should be maintained to complement the effort. The suggestions came in different but
related forms. One 15 year old female participant said while talking about parental
interaction: “Um, talk it out, like, instead of always forcing me to do things to meet me
halfway, at least, you know? Instead of never asking my opinion, ask it. To hear me out
on some things”. Another 15 year old male participant advised: “The interaction should
be very healthy interactions. It needs to be very healthy interactions, very positive
interactions. Such that a parent at the very least, pretends that he or she cares about how
the child is doing, such as asking them how their day was or making sure they're well fed,
asking if they're feeling okay, that kind of stuff”. Another 15 year old female participant
has this to say on parents: “The parents can try to become closer to their kids. My
parents–we’re close, but we’re just not, like–I don’t know how to explain it”. Another 15
year old female was even more conciliatory: “Because sometimes parents don’t
understand their kids half of the time. They’re still learning how to raise a kid
themselves”.
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On how to address bullying in schools to make the recidivist adolescents feel safe
and less stressed in school, a 16 year old female participant indicted school administrators
saying: “Most schools tend to just not care”. She advised school administrators: “To
actually watch, just like watch more and listen more. Look for signs, you know? Just
help kids speak out. Let the kids know that they don’t have to be scared”. Another 15
year old female participant said: “The way I see it is for them to set up a club for those
who are bullied, those who want to seek refuge. Like, if you're being chased by
somebody inside the schools go to the library and seek refuge in there”. Yet another 14
year old male participant advised: “When someone says that there is bullying going on,
they should accept it. They should not consider it as a tattletale”. He further added: “I
want more staff in the hallways……so I think we should get more security to supervise
the schools”. Similar suggestions ran through the transcripts in different forms with a 17
year old female participant advocating for school counselling: “School counseling, I think
it helps because I go to school counseling and I know. I see a therapist three times a week
at school, whenever I need it. I think that helps”.
On a general level, one 16 year old male participant chipped in a media related
suggestion that could help: “I think that instead of having these commercials that have
bad influences, with all the negativity, we can start creating things to inspire. Create a
commercial that tells you, you are important, instead of saying you need to come and
visit the dark side. Come visit the light side. Start saying and having more people offer
extra support; that will have positive influence on everybody else”.
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Perception of the Interaction with the Medical Culture
The 16 participants described the perception of their interaction with the medical
culture as mostly positive and satisfactory. They however made suggestions on different
areas they want to see some adjustments to make it even better. A 17 year old female
participant said: “I see it’s worked, from what I’ve seen, I think everything is working
pretty good. I see that the kids like it here. I mean, everybody’s getting the help they need
and the medical help is good here. Everything I like it. They’re helping me and I’ve been
good so far”. While a 15 year old female believes: “It’s very organized, but I see that
admissions process—well, but it's usually very long and kind of painful”, another 15 year
old male stated: “I feel like the things the hospital is doing are things needed within the
hospital's environment, such as keeping a structured, organized schedule throughout the
day making it a safe environment all that is perfectly fine”. Yet another 15 year old
female participant said: “Well, it's very organized, and as Ricky Martin said, life is crazy.
So having a schedule, a structured place, like this, can be very easy I guess on yourself.
And then when you go back to the world, it's like so crazy, you want to go back in, into
your little turtle hut”.
Some of the participants’ suggestions included allowing more time for doctor and
patient interactions, assisting them with school work so that they will not be behind when
they get discharged and go back to school, incorporating more activities to reduce
boredom and take their mind off their problems, and allowing more supervised social
interaction between the male and female teens.
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Discussion
The adolescents’ acknowledgement of the routine stressors/factors associated with
readmission underscore the significance of their perspective that problematic parental
relations and bullying especially in schools were the main triggers of treatment
recidivism. Even though they acknowledged the routine stressors are part of their lives,
they were only mentioned when the participants were asked to think of any other factors
that could lead to rehospitalization.
The findings that problematic parental relations and school bullying were the
main triggers of treatment recidivism appear to have support in both the ecological
transactions model (Bronfenbrenner, 1979; Gonzales, 2009; O’Connell, Boat & Warner,
2009) and systems theories and models (Bertalanffy, 1968; Neuman & Young, 1972)
which postulated that humans live in an ecological system, interact with and are
influenced by their environment which they also influence. The findings also appear to
have support in the stress theories (Lazarus & Folkman, 1984) that emphasized the
influence of stressors on physiological, emotional, mental and physical behaviors of
humans.
Thus, the mere grouping of problematic parental relations with the broad family
characteristics or bullying in schools with the broad environmental factors may conceal
the specific nature of these triggers and diminish the level of clarity revealed by this
finding. The specific clarity of isolating the main triggers could help in early
identification of those at risk and aid the search for focused interventions that could
reduce treatment recidivism. Based on anecdotal evidence of the PI’s interaction with
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families in the adolescent units of different psychiatric facilities, parents tend to
“medicalize” their teen’s situations and get frustrated that the hospitals “failed to provide
the quick and permanent fix” for their troubled teens. Parents over medicalization of all
their teens’ problems may be overly simplistic. It is not certain which of these two main
triggers has more influence on treatment recidivism, but anecdotal evidence of
psychiatric nurses experiences including that of the PI in the study hospital points to
increased admission when schools are in session than during holidays suggesting possible
higher influence of bullying. However, the exact nature and level of influence for these
triggers is uncertain because of the complex relationship that could exist between them
and would only be ascertained through mixed method studies on the subject in the future.
The above finding highlights the need for possible adjustment to the “content” of
the present family meetings and family therapy in the hospitals to go beyond mainly
“sharing of information with patients and families on available resources and
encouraging compliance with aftercare follow up” to accommodate more of “adolescent
parental relations and parenting skills” especially for parents of troubled teens. The
implementation of this highlighted need could be extended to religious and societal
organizations where parents are encountered in large numbers. It should be noted that the
previous opportunities of the informal socialization of parenting skills have been eroded
by the circumstances of our changing society (Marcosi, 2015; Bumpass, 1998).
Therefore, stakeholders may need to investigate new avenues for teaching these skills to
address the present inadequacy. As one participant put it while talking on parents,
“…..but it’s like they don’t understand either. Because sometimes parents don’t
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understand their kids half of the time. They’re still learning how to raise a kid
themselves. They’ve never raised a kid before. They’re still learning”.
The findings of this study also further spotlight the recognition that bullying has
become a major problem in schools, different from the routine pressures of school work.
Judged by the grade level at school, responses of participants and parents, it appears that
a sizeable number of these recidivist adolescent participants were getting along enough
with their school work. The above supports the response that they were capable of being
in school and functioning reasonably notwithstanding the routine stressors of adolescence
and mental illness, except for the additional stressors of bullying and/or problematic
parental relations. School work stress is a constant that affects all adolescents whether
they live with or without mental illness. Recent studies have not only supported the
traumatic and harmful effects of bullying, but even associated bullying with higher
probability of developing a mental illness later in life (Sourander et al, 2009). The
overwhelming stress that bullying brings to bear on adolescents with mental illness, that
causes them to relapse, snap and be hospitalized again could only be imagined. The
participants did mention that the bullying in school was not peculiar to them or related to
their mental health issues as they claimed that most of their school peers were not aware
of their psychiatric diagnosis and that bullying was rampant across board. The immediate
impact of bullying was probably felt more by these adolescents with mental illness
because they were already “stressed” relative to other students due to presence of their
routine stressors discussed above.
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Again stakeholders would need to redouble efforts on the menace of bullying in
schools. While bullying may occur outside the schools, most occurs in schools. Bullying
in schools has been recognized as a serious societal problem, but current efforts to
address it are not adequate as the participants revealed. The participants, though from
different schools, very easily attested to its existence in their various schools. Their
suggestions that more opportunities be created for them to speak out without being afraid
and for schools to have trained personnel that will proactively be on the lookout for signs
of bullying should be considered. Schools should evaluate implementing visible and
deterrent interventions on those caught engaging in bullying to protect and assure other
students. Schools should not only be safe, but should be seen as such by the students, so
that their anxiety is limited to school work. The above suggestions should be in addition
to current interventions which may benefit from re-evaluation and necessary adjustments
to make them not only effective but also efficient.
Their mixed perception of treatment recidivism should not come as a surprise,
because adolescents should have more important “adolescent activities” to do outside the
hospitals such as learning, growing and interacting than being in the hospital. But the
overwhelming anxiety created by the identified additional stressors makes their illness
relapse and render them unable to effectively participate in those adolescent activities and
so they settle for the inevitable option of going back to the hospital. Their positive
perception of the medical culture should be expected, because they see the hospitals as
the last resort. The order, structure, caring, listening ear, respect, non-judgmental
interactions in the hospitals provide what they desired but could not get in the outside
world of the home and school. The participants had some recommendations to improve
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their interaction with the medical culture such as improving food quality and allowing
freer interaction between the boys and the girls. Such suggestions have been made in the
past, but have not had wholesale implementation by the hospitals. Full implementation
such as the unhindered interaction between the boys and the girls could make adolescent
patients lose focus of their treatment, make more safe havens of the hospitals, and
possibly lead to unintended consequences.
The fact that near equal number of female and male participants was noted adds to
the existing controversy in the literature as to which is the more recidivists of the two
genders. Though it was planned to have about equal representation, it just happened
without getting to the point where the effort was needed to achieve it. The supplemental
finding that most recidivists had combinations of psychiatric diagnoses than combined
psychiatric and substance use diagnoses was also revealing. However, this finding has to
be considered against the background that a lot of these adolescents use substances at
various levels that may or may not meet diagnostic criteria (CDC, 2014) at their time of
hospitalization. Another supplemental finding was that a majority of the participants were
from low socioeconomic families; low socioeconomic status determined on the basis of
participants’ receipt of free meal in school. Though this finding has support in previous
studies that found association between negative health outcomes and low family
socioeconomic status, it could be associated with the fact that the study hospital serves a
good number of the indigent families. However, it could also be a mirror of the disparity
that exists in that direction that still needs to be addressed to improve health.
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Limitations of the Study
The major limitations of this study include that it was conducted in one inpatient
psychiatric hospital that served mostly the indigent population in one region of the United
States and focused only on the perspectives of a relatively small number of purposively
selected recidivist adolescents with mental illness. Furthermore, non-English speaking
participants were excluded and the study included a broad rather than narrow
classification of mental illnesses.

Conclusions
Though the above findings represent only the perspectives of the recidivist
adolescents with mental illness, they are both insightful and well-articulated. The
findings could further the efforts towards focused assessments of adolescents with mental
illness and help with early identification of those at risk which would support well
targeted interventions to address treatment recidivism in that sub-culture.
There is the need to follow this study with large multicenter studies that could
span regions and/or countries to rule out the effects of the limitations noted above while
verifying the findings of this study. Such studies could be inclusive of other perspectives
such as those of parents and/or healthcare providers, employ methodological diversity,
and benefit from multidisciplinary teams considering the nature of the issues raised in the
findings of this study.
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Even though generalization was not intended for the findings of this study as with
most qualitative studies, the verification of these findings could improve their possible
applicability to other similar settings with necessary modifications.
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Table 1
Participant demographics and other characteristics
Participant

Age

Gender

Race

# of
ReAdmits

DSMIV
Axis I
Dx

Status

Living
Status

Family
SES

Family Structure

Family
Psych
Hx

1

15

F

W

≥2

B/D,
PTSD
SUD

NS/NW

CPS

L

CPS

Psych
+ SUD

2

16

M

B

≥2

B/D

S = 10th

Family

L

Single
parent

N/A

3

15

F

W

≥2

MDD

S= 10th

Family

L

Dual
parent

N/A

4

16

M

H

≥2

B/D,
ADHD

S = 8th

Family

L

Dual
parent

N/A

5

15

F

W

≥2

MDD

S = 10th

Family

M

Dual
parent

Psych
Dx

6

13

F

B

≥2

B/D,
ODD

S = 7th

Family

L

Single
parent

N/A

7

13

M

B

≥2

B/D

S = 7th

Family

M

Dual
parent

N/A

8

17

M

H

≥2

M/D,
ADHD

S = 9th

Family

L

Single
parent

Psych
Dx

9

17

F

H

≥2

B/D

S = 11th

Family

L

Dual
parent

N/A

10

15

F

B

≥2

B/D,
PTSD

S = 9th

Family

L

Single
parent

Psych
Dx

11

16

F

W

≥2

D/D

S = 10th

Family

M

Dual
parent

Psych
+ SUD

12

16

F

B

≥2

M/D,
ADHD

S = 9th

Family

L

Dual
parent

Psych
+ SUD

13

15

M

H

≥2

M/D,
ADHD

S = 9th

Family

L

Single
parent

N/A

14

15

F

B

≥2

B/D,
ADHD

S = 8th

Family

L

Dual
parent

Psych
Dx

15

16

M

W

≥2

M/D,
C/D,
SUD

S = 10th

Family

M

Single
parent

Psych
+ SUD

16

14

M

W

≥2

S = 10th

Family

H

Dual
parent

N/A

M/D,
I/D
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Note. B=Black; H=Hispanic; W=White; N/A= Denied/not seen in record; N/S=Not schooling; N/W=Not working;
S=Schooling; B/D=Bipolar D/O; C/D=Conduct D/O; D/D=Depressive D/O; I/D=Impulsive D/O; M/D=Mood D/O;
MDD=Major Depressive D/O; ODD=Oppositional Defiant D/O; SUD=Substance Use Disorder.

*Problematic
parental relations
stressors

‐Med non‐compl.
‐Aftercare issues
‐Family issues
‐Environ issues

Inpatient
re‐
admission

*Bullying stressors
(mainly in schools)

Main Trigger Stressors

Inpatient
Treatment
Recidivism

‐Adolescence
stressors
&
‐Mental illness
stressors

Routine/Basic Stressors

Treatment Recidivism

Figure 1. Model of Triggers of Readmission and Treatment Recidivism
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Appendix A
Topic Guide for the Interview
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Appendix A
1. Treatment recidivism and its meaning to the recidivist adolescents,
2. What factors the recidivist adolescents consider as contributors to recidivism in
relation to the under listed,
2a. Contributions of patients if any,
2b. Contribution and nature of their problem condition,
2c. Contributions of their families and immediate environment if any,
2d. Contributions of hospitals and treatment team if any,
2e. Contributions school and/ or work and that environment if any,
2f. Participants’ other thoughts not included in the above listed,
3. Recidivist adolescents’ suggestions on the way forward if they consider it
necessary with respect to the under listed,
3a. Contributions of patients if any,
3b. Contribution and nature of their problem condition,
3c. Contributions of their families and immediate environment if any,
3d. Contributions of hospitals and treatment team if any,
3e. Contributions school and/ or work and that environment if any,
3f. Participants’ other thoughts not included in the above listed.
4. Participants’ perspectives and attitudes to the medical culture.

Topic Guide for the Interviews
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Appendix B
List of Typical/suggested Questions for the Interview
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Appendix B
1. Hi John, please tell me a little about yourself and your likes and dislikes (John is
an example, to show how to address patient by name).
2. What was the issue that brought you to the hospital this time?
3. How many times have you been admitted to the hospital in the last 12 months?
4. Have you been previously admitted outside the last 12 months?
5. Think about your very first admission and what were the issues at that time?
6. In your readmissions in the last 12months, could you recall what happened?
7. Tell me your thoughts about being admitted to the hospitals again and again.
8. How do you see this? (As a problem or solution and what makes you think about
it that way?
9. How does your family see this? How do they talk you about it?
10. How did your school and/or work, teachers and classmates see this? How did the
hospitals and the treatment team, specifically- doctors, nurses, social workers,
therapists, chaplain and other patients see this? How did they talk to you and
others about it?
11. If you see it as a problem, what do you think can be done to reduce it?
12. If you do not see this as a problem, what other suggestions do you have about it?
13. Would you talk about other things related to this that we have not covered, but
you remember and consider important?
14. What are your perspectives and attitude to the medical culture?
List of Typical Questions used in the Interviews
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Specific Aims
Treatment Recidivism conceptualized as frequent unplanned relapse readmissions
is a national problem, predominant in adolescents with mental illness. Arnold et al.
(2003) estimate readmission at 19% in six months, and 44% in 10.3 years for adolescents
after initial inpatient psychiatric unit discharge. Blader (2004) reported a 34%
rehospitalization rate in a one year period for children 5 to 12 years after inpatient
psychiatric treatment. Goldstein, Frosch, Davarya, and Leaf (2007) reported that 19% of
child and adolescent psychiatric patients were readmitted to emergency services in a sixmonth follow-up period. Fontanella (2008) estimates that 24 to 38% of adolescents were
readmitted to a psychiatric unit one-year after inpatient discharge while Bobier and
Warwick (2005) reported a 65% readmission rate in a 12-month period post discharge.
Treatment recidivism is a significant social and economic problem considering
adolescents’ burden of mental illness, decreased school and job performance, disruption
of lives of patients’ families, and the inevitable contribution to the increasing cost of
healthcare. Its cost implication can only be imagined from the cost estimates of inpatient
hospitalization. Davis (2014) reported that about $10.9 billion was used to provide some
type of mental health services to 9.3% of children and adolescents 5-17 years old during
a two-year period. Fontanella (2008) reported that inpatient services accounted for about
33% of the total mental health expenditures for children and adolescents in the United
States. Current efforts to address treatment recidivism have investigated the effectiveness
of aftercare services (James et al., 2010; Carlisle, Mamdani, Schachar & To, 2012) and
issues based on patients’ clinical status, treatment models, family and environmental
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characteristics (Fontanella, 2008; Barker, Jairam, Rocca, Goddard & Matthey, 2010) with
mixed and sometimes conflicting results.
Adolescents living with mental illness are a sub-culture of adolescence the growth
period of developmental and social transition from childhood to adulthood (Burns, Dunn,
Brady, Starr & Blosser, 2009; Centers for Disease Control and Prevention (CDC).
(2012); Stuart, 2013). Adolescence also is a sub-culture of the broader societal culture,
because of the peculiarities of the period in terms of beliefs, values, and behaviors of that
growth period (Erickson, 1968; Steinberg, 2011). Culture has been defined variously
depending on disciplinary leanings and the time (Bodley, 2000; Engebretson, 2011;
Ferrante, 1992; Kroeber, 1952; Spradley, 1979). In anthropology where the culture was
originally and widely studied, society was emphasized (Heath (2001). But more recently,
culture has also been defined in terms of the beliefs, values, and behavior characteristics
of a particular social, ethnic, illness or age group as well as society (Engebretson, 2011;
Dictionary.com, 2015). Adolescents with mental illness are described as a sub-culture to
be studied through ethnography follows culture’s more recent definition approach.
A major gap in knowledge is that none of the previous efforts to address treatment
recidivism sought the perspectives of the adolescents with mental illness themselves in
the design or review of current interventions to address it. A better understanding of
treatment recidivism from the perspectives of these adolescents with mental illness would
help in the search for a solution to treatment recidivism. The purpose of this focused
qualitative ethnographic study is to attempt to fill the above gap. Focused ethnography is
a type of qualitative method used to seek the understanding of a subcultural group on a
specific issue (Muecke, 1994; Richards & Morse, 2013). Expected new insights from this
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study could be included in future intervention and services delivery studies in the search
for solution to the problem of treatment recidivism.
The specific aims of this study are:
1. To better understand how recidivist adolescents with mental illness in Houston
area of Harris County perceive their treatment recidivism.
2. To better understand the perspectives of these adolescents on the factors that
contribute to treatment recidivism and how best to minimize them.
3. To describe the interaction of the subculture of adolescents with mental illness
with the medical culture.
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Research Strategy
Significance
Frequent readmission after discharge from inpatient hospitalization is a national
problem. It has become particularly worrisome in this era of fiscal constraints and
declining budgetary allocation to the healthcare industry. Reducing treatment recidivism
has therefore become a priority of hospitals since the Affordable Care Act (ACA, 2010)
established a Hospital Readmission Reduction Program. This program imposes a penalty
on healthcare organizations that exceed a certain level of avoidable readmissions for
certain disease conditions. However, this program is still limited to certain categories of
patients’ conditions and does not specifically address the readmission of adolescents with
mental illness.
The scope of unplanned readmission is significant. It has been estimated at 25%
of all hospital patients admitted in the United States in a 2-year study of 30-day
readmission rates between 2006 and 2007 (AHRQ, 2010) and at varying rates in different
segments of patient populations and disease conditions. Frequent readmission in
adolescents with mental illness is also varied, but higher than reported in most other
populations. Estimates have ranged from 19% in 6-month period (Arnold et al., 2003;
Goldstein, Frosch, Davarya & Leaf, 2007), to 24% - 38% in a 12-month period (Blader,
2004; Fontanella, 2008), and 44% in 10.3 years (Arnold et al. 2003).
Treatment recidivism has significant social and economic implications,
considering the adolescents’ increased burden of mental illness and other negative
functional outcomes. Such implications include poor school and job performance,
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reduction in the nation’s supply of productive future workforce, disruptions in the lives of
the adolescents’ families, and the frustration of healthcare providers. It makes an
inevitable contribution to increases in the cost of the healthcare system. It can
dramatically impact adolescent lives and lead to chronic adult mental illness, criminality,
and risky behaviors such as suicide, alcohol, and substance use among others. It has been
reported that about 20% of adolescents have diagnosable mental illness (CDC, 2014;
Schwarz, 2009), but less than half of that percentage actually receive treatment (Costello,
He, Sampson, Kessler & Merikangas, 2013). Davis (2014) reported that about $10.9
billion was used to provide some type of mental health services to 9.3% of children and
adolescents 5-17 years old, during a two-year period. Fontanella (2008) reported that
inpatient services accounted for about 33% of the total mental health expenditures for
children and adolescents in the United States. The above give some perspective to the
probable cost implications of recidivism in adolescents with mental illness.
Treatment recidivism has persisted and even increased since the time of managedcare despite various efforts to address it (James et al., 2010; Garrison & Daigler, 2006).
Previous efforts to address the problem by evaluating interventions based on some
identified risks and factors that predict treatment recidivism in adolescents with mental
illness have not been very successful. It has been noted that recidivism in adolescents
with mental illness is a multidimensional and complex concept like most other human
problems (Barker, Jairam, Rocca, Goddard, & Matthey, 2010; CDC, 2012; Steinhausen,
Grigoroiu-Serbanescu, Boyadjieva, Neumarker, & Metzke, 2008). The factors that
influence recidivism in adolescents with mental illness are multifactorial but not yet fully
understood. Adolescents with mental illness live in an ecological system and are part of
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the interaction and cross-cultural influences in the system that affect every aspects of
their development, health and health intervention outcomes (O’Connell, Boat & Warner,
2009). The systems perspective (Bertalanffy, 1968) and the ecological transactional
models (Bronfenbrenner, 1979; Gonzales, 2009; Kohrt, Kohrt, Waldman, Saltzman &
Carrion, 2004) have long postulated that humans exist in, interact with and are influenced
by their environment which they also influence. Some risk factors and predictors of
treatment recidivism have been investigated including effectiveness of aftercare or post
discharge treatment services, and follow-up (Daniel et al., 2004; James et al., 2010;
Carlisle et al., 2012), patients’ clinical status, treatment models, family and health system
characteristics (Fontanella, 2008, Steinhausen et al, 2008; Barker et al., 2010). But most
of these investigations have used quantitative research method and have not sufficiently
sought the views of the adolescents with mental illness themselves.
The purpose of this study is to explore an understanding of treatment recidivism
from the perspectives of the adolescents who experience this problem. Adolescents with
mental illness have not reported experiences with mental illness and readmissions. Their
insights could form the basis of future services delivery and intervetion research that may
lead to adjustment in current practice. Potential changes to practice could improve the
lives of these adolescents, their families and communities, satisfaction to healthcare
providers, and cost savings to the healthcare industry and the nation.
The study will adopt the Neuman’s health care systems nursing model to
investigate the revolving door syndrome of treatment recidivism (Neuman & Young,
1972). Neuman’s model views the human patient as a complete system in constant
struggle for balance with internal and external environmental forces that attempt to
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disturb its balance. The systems model recognizes the multi-dimensional nature of
interactions that affect various health states and associated problems. Some of the
interactions emanate from the patients, patients’ treatment and the contexts of the patient.
This study focuses on the patient dimension. It will explore the perspectives of recidivist
adolescent patients with mental illness in a qualitative ethnographic study to further the
search for solution to the problem of treatment recidivism in that population.
Innovation
This proposed study is innovative in three main aspects, namely;
1. Methodology and focus,
2. Timing of study for increased impact,
3. Operational definition of treatment recidivism.
Most previous studies were quantitatve and retrospective in nature. But, even the few
prospective and/or qualitative studies (Steinhausen, Grigoroio-Serbanescu, Boyadjieva &
Metzke, 2008; James et al., 2010), explored treatment recidivism from the perspectives of
the parents, healthcare providers and others, but not from the perspective of the
adolescents who primarily bear the burden of their disease and the experience of
treatment recidivism. This study’s use of qualitative, ethnographic methodology to seek
an understanding of treatment recidivism from the recidivist adolescents with mental
illness and their suggestions on how to better address it is a necessary shift from previous
studies. In addition to either supporting or contradicting previous efforts, the findings will
bring a new dimension to the discourse on the subject as the search for solution to the
problem of treatment recidivism continues.
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There is a dearth of research literature on this subject in this population compared
to their adult counterparts, despite the fact that treatment recidivism is more prevalent in
the adolescents with mental illness (Bobier & Warwick, 2005; Barker et al, 2010; James
et al, 2010). Recently, there is increasing public awareness of the problem of treatment
recidivism. This is driven by its expected financial impact on the hospitals due to the
recent changes in the healthcare laws in the United States. The implementation of the
Patient Protection and Affordable Care Act, 2010 (ACA (2010) penalizes certain
inpatient hospitals for certain levels of frequent readmissions. The hospitals are thus
making concerted efforts to highlight and address treatment recidivism in order to avoid
the penalty. The above coupled with the magnitude of treatment recidivism, associated
negative functional outcomes, and the cost implication of that problem in adolescents
with mental illness justify that the time is ripe for further evaluation of the problem of
treatment recidivism in that population.
Treatment recidivism operationalized in this study is defined as two or more
readmissions within a12-month period of an initial inpatient discharge for relapses of
previous admission conditions. This definition is a refinement to address the concerns
noted in the definition of treatment recidivism in previous studies. Previous studies varied
in the nomenclature and operational definition of treatment recidivism. Some called it
readmission, rehospitalization or recidivism, and used different time frames that ranged
from six months to above 10 years, in calculating the readmission rates. Most of the
studies considered only one readmission and failed to account for multiple readmissions
within the time frames. They also did not state the nature and reasons for the
readmissions, such as whether the readmissions were due to relapse or for entirely new
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problems. The above inconsistencies make it difficult to effectively compare, or integrate
some of the findings of previous studies, or to fully grasp the import of the problem – the
high frequency of readmission in a reasonable time frame.
Approach

Design.
A focused ethnographic study design will be used to explore the perspectives of
recidivist adolescents with mental illness in the Houston area of Harris County in Texas.
There is a need for better understanding of the emic views of this adolescent sub-group
on treatment recidivism as the search for solution to that persistent problem continues.
Ethnography is often used to study cultural groups. Focused ethnographic study design is
considered appropriate in studying a group of participants who share a common feature
of disability similar medical or health concerns (Engebretson, 2011; Richards & Morse,
2013). Recidivist adolescents with mental illness are considered a sub-cultural group in
line with the above criteria.
This ethnographic study will be done through individual and group interviews to
ensure that the interpretation of the participants’ perspectives of their behavior or
experience is well described (Polit & Beck, 2012; Thorne, 2008). The interviews will be
complemented by non-participant field observations of the recidivist adolescents with
mental illness as they interact with themselves and others in the hospital unit. Participants
will be adolescent recidivists recruited during inpatient admission in the selected
psychiatric hospital. The study hospital was chosen because it has a dedicated general
child/adolescent psychiatric unit and it is often used by a number of the surrounding
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communities. The hospital is also affiliated to a health science university with a clinical,
scientific, and research focus. This affiliation ensures that the hospital environment will
be conducive for this study and that the staffs have the orientation and is conversant with
research studies.

Methods.

Setting and sampling.
The study setting will be a ±300-bed inpatient psychiatric hospital, in the Houston
area of Harris County of Texas in the Southwestern part of the United States. The
hospital has a dedicated 20-bed general adolescent psychiatric unit frequently used by
adolescents with a whole spectrum of mental illnesses from the surrounding
communities. The setting will provide adequate feasibility in terms of access and
availability of the participants that will be required for the study. The purposive sampling
method will be used to recruit recidivist adolescents that meet the inclusion criteria and
who are articulate enough to provide adequate perspectives of this segment of the
adolescent population. Purpose sampling is a nonprobability sampling method used by
researchers to select the most informative participants for a study (Polit & Beck, 2012).
The use of purposive sampling is justified because the nature of the study requires the
selection of participants with necessary characteristics to benefit the study. During
purposive sampling, reasonable effort will be made to achieve gender and other
demographic balance as practicable. Sample size will be determined by data saturation
(Polit & Beck, 2012) in the course of the interview process that will proceed almost
simultaneously with the recruitment process.
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However, a sample size of about 10 to 20 participants is anticipated in line with
qualitative tradition (Polit & Beck, 2012, Richards & Morse, 2013), though the actual
final sample size will be determined by data saturation. Data saturation will be assessed
when further data collection does not offer new insights from what is already collected
relative to the study objectives or emergent explanations (Richards & Morse, 2013).
Participants’ interviews will be conducted in the hospital after recruitment. Effort will be
made to interview all participants in the hospital and any participants whose interviews
are not commenced or concluded before discharge will be dropped from the study. Any
information gathered from such participants before discharge will be discretely discarded
and will not be included in reporting the findings of the study. Recruitment will be done
within one week of participants’ inpatient admission to allow for stabilization from their
acute precipitating admission conditions and after their parents have consented for them
to participate in the study.

Inclusion & exclusion criteria.
Eligibility will be on the basis of the following:
i.

Being a male or female adolescent aged 13years or more, but less
than18years,

ii.

Being admitted to the study hospital, at the time of recruitment,

iii.

Being diagnosed of at least one mental illness, based on the DSM-IV
(APA, 2000 & 2013) criteria and documented in participants’ medical
records,
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iv.

Having a history of at least one previous inpatient admission and
discharge from a psychiatric hospital for which the present admission is
due to relapse,

v.

Ability to read and speak English at 6th grade level or more.

Exclusions will be on the basis of the following:
vi.

The presence of intellectual disability and communication disorders,

vii.

The presence of any serious medical condition for which the patient had
been hospitalized at least twice in the last 6 months before recruitment,

viii.

Not meeting the above inclusion criteria.

Procedure and data collection.
Institutional Review Board (IRB) approval will be obtained from the University
of Texas Health Science Center at Houston (UTHealth) Committee on the Protection of
Human Subjects (CPHS) before commencement of the study. The UTHealth CPHS
approval also covers the IRB requirements of the study hospital because of its affiliation
with UTHealth. The Principal Investigator (PI) will arrange and visit the study hospital to
meet with its relevant authorities and necessary “gate keepers” to introduce himself and
the study to the hospital after the UTHealth CPHS approval. The PI will present the
UTHealth CPHS approval to the hospital research committee and seek their approval,
which is usually given once UTHealth CPHS approval is submitted to them. The PI’s
hospital gatekeeper contact will thereafter introduce the PI to the unit staff before the
commencement of the study. The PI will thereafter arrange and orient the hospital unit
nurses and other staff to the study protocol and recruitment modalities which will enable
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them to help in identifying potential participants for the study. The PI will regularly call
the hospital unit during the three shifts to inquire and encourage the unit nurses to notify
him of potential participants’ admission. The PI will approach the parents and their
adolescents for participation in the study within one week of admission to the hospital.
The time lag is to allow time for a reduction in potentially increased anxiety level of the
parents necessitated by the event of their adolescents’ inpatient admission and also to
allow those adolescents time to stabilize from their acute precipitating admission
conditions. The nurses or attending physicians will be asked to confirm that the
adolescents are stable enough to be recruited and interviewed. This time allowance will
protect the autonomy of the parents and participants as they will be in a better state of
mind to understand the study and their expected involvement.
The PI will visit the hospital during the recruitment period to explain the study to
the potential participants’ parents and to obtain their Informed Consent if they want their
adolescents to participate in the study. The PI will subsequently and separately approach
and explain the study protocol to potential participants and encourage them to participate
in the study after their parents have agreed for them to be in the study and signed the
informed consent. The PI will inform potential participants that the outcome of the study
could reduce recidivism in the future. The participants will also be informed of the plan
to appreciate their effort in the study with a #25 gift-card for those who successfully
complete the study. Potential participants who agree to be part of the study will sign the
assent form. The PI will witness both the informed consent of the participants’ parents
and the assent from the adolescents by attesting his signature at the appropriate places in
the forms. The study protocol will be prepared in sets of two and both will be signed by
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the participants, their families, and the PI as witness. One set of the signed protocol will
be given to each participant and family while the other set will be retained in a secure
study folder managed by the PI.
Obtaining the informed consent and assent are intended to protect the autonomy
of participants and their families while participating in the study and will include
necessary information as required by the UTHealth CPHS format adapted to the study.
Such information will include telling the parents and the participants of their right to
withdraw from the study at any time if they chose to do so with no negative
consequences. This information will also include giving them the UTHealth CPHS and
hospital patient advocate phone numbers should they have any complaints against the PI
or the study. The data collection process will commence only when the consents and
assents have been obtained from the participants and their families. The PI will frequently
visit the hospital and on notification of potential participant admission by the unit nurses
to continue with new recruitments and the interview and observation of the previously
recruited. This process will continue until the recruitment and data collection phase of the
study is concluded within the three months allotted to that phase of the study as detailed
in the study schedule in Appendix D.
Participants will be provided with privacy in both recruitment and the interviews
by discrete selection of a private and quiet location in the unit for that exercise. Private
family meeting room, physicians’ consultation rooms and unit staff meeting rooms will
be rotated for recruitment and interviews. Confidentiality will be maintained by deidentifying and coding all participants’ data where possible so that names, medical record
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numbers, and other identifying information are not documented. Participants’ data will be
stored in the PI’s study specific laptop which will not be connected to the internet and
that will be password protected. The PI will make reasonable effort not to leave the
laptop unattended at any time when not locked up in the hospital unit cabinet.
Participants’ data will be backed-up in a flash drive that will be secured in the PI’s locked
cabinet in his study carrel room at the UTHealth School of Nursing building or locked up
in his fire proof cabinet at home. Participants’ information will be made available to only
the professional transcriptionist that will be engaged for the study and the PI’s study
advisors who are seasoned university professors at UTHealth. Participants’ data will be
managed in line with the UTHealth CPHS approval requirement to ensure their safety
and avoid unauthorized or mistaken disclosure. Participants’ data will be erased from the
laptop hard drive, back-up flash drive, digital audio tape recorders, and paper hard copies
and destroyed as appropriate within the time frame allowed by the UTHealth CPHS
approval guidelines.
Participants will be interviewed in the hospital shortly after recruitment, but any
participants whose interviews are not commenced or concluded before they are
discharged from the hospital will be dropped from the study. Any information gathered
from such participants before discharge will be discretely discarded and will not be
included in reporting the findings of the study. Participants will be interviewed
individually at first, in a location that is safe and comfortable with adequate privacy for
the participants to confidently share their perspectives. Focus group interviews will then
be conducted thereafter, whenever three or more of the individually interviewed
participants are present in the hospital at the same time. Effort will be made to involve all
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participants at least one focus group interview. The focus group interviews will
complement the individual interviews for more breadth. Such focus group interviews will
also be in a place that is safe and private and will be at the convenience of the
participants. All the interviews will be audio-tape recorded and parents/participants will
be duly informed of this at informed consent/assent stage. The PI will always provide a
backup audio-tape recorder during the interviews. The PI will anticipate and deliberately
manage possible distractions by dressing appropriately to the level of the participants;
using a sophisticated digital audio tape recorder and selecting and arranging the interview
location to minimize distractions. Managing distractions will help to reduce reactivity and
bias and improve the rigor and credibility of the interview outcomes. The main
instrument for this study will be the semi-structured interviews guides, assisted by the
audio tape recorders and field notes of the PI.
The Topic Guide shown in Appendix A and the set of sample questions for the
semi-structured interview shown in Appendix B will be used to conduct of the interviews.
Even though the topic guide and the set of sample questions will be used in interview
process, participants’ responses and emergent themes will be explored in the course of
the interviews and they will determine the eventual scope and overall order of interview
questions. The conversational style of interview will be used to make the adolescents who
usually sensitive comfortable. In ethnographic studies, participant observation, interview
and audio-taping of the interviews are often used to collect data, but the quality of the
outcomes of the interview is influenced by the nature of the interview and the experience
of the interviewer (Polit & Beck, 2012; Richards & Morse, 2013; Thorne, 2008).
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Therefore, deliberate effort will be made by the PI and his advisors to plan and conduct
the study interviews to achieve adequate quality.
The interview process will employ broad opening and mostly open-ended
questions that will enable the recidivist adolescents to share their perspectives on the
subject. Data collection will continue until saturation is achieved or redundancy reached
when no further new information is shared by the participants. Interview questioning will
be preceded by introductions and exchange of pleasantries before general discussions of
the expectations of the study. This is aimed at developing mutual respect and some level
of trust with the participants before delving into the semi-structured interviews using the
set of sample questions shown in Appendix B. However, these questions will not be
asked in any specific order and may not be asked at all depending on the responses of
participants to previous questions and new questions may be added based on their
responses. A digital audio-tape recorder will be used to tape the interviews and the PI will
take detailed field notes during the interviews to capture the contextual and non-verbal
observations in the course of the interviews.
The initial interviews will be in one or two segments of about 10 to 20 minutes
duration at a time to accommodate the adolescents’ attention span and minimize undue
burden to them that could influence their responses. Follow-up interviews will be done in
further segments as necessary until the sample questions are exhausted and/or based on
emergent themes during the process until data saturation is achieved. The interview of
each participant will last for about one to three days and will be when it is convenient for
the participant. The PI’s audio-tape recorder for the interviews will be tested before use
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and a back-up will also be provided to manage any potential technical failures of the
equipment. Participants will be informed that they will be audio-tape recorded, but that
the audio-tape recorders will be camouflaged as much as possible during the interviews
to reduce their possible distraction. However, participants will be debriefed about the
camouflage of the audio-recorders immediately after the interviews. Interviews will be
played back immediately after to ensure that any problems noted are immediately
corrected while the encounter is still fresh in the mind of the PI and while the participants
are still available. The PI may also speak out his non-verbal and contextual observations
to be recorded in the audio-tape recorders immediately after the interviews, whenever he
considers it inconvenient or a distraction to the interviews to write copious notes. The PI
will also keep a log of his field notes for ease of analysis. Family members and other
persons will not be allowed during participants’ individual interviews except when
specifically requested for by the participants. The possible bias implications of such
requests will be explained to the requesting participant and such requests will be
documented in the field notes.
Data will also be extracted from the participants’ computerized hospital medical
records during the records review to document participants’ demographic information,
psychiatric diagnoses/medical history, previous hospitalization history, and other
information relevant to the study as described in the form described in Figure C1, shown
in Appendix C. Extraction of participants’ data will be limited to what is required for the
study to further protect their confidentiality. Participants’ parents or responsible family
members may be briefly interviewed separately as necessary to corroborate participants’
provided information. Participants’ parents or responsible family members’ interviews
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will be limited to one or two occasions as necessary and each interview will last about be
10minutes. This information together with those extracted from participants’ hospital
records will verify and reconcile participants’ interviews information. This verification
and reconciliation will improve study credibility and the believability of conclusions to
be drawn from participants’ interview information (Polit & Beck, 2010; Green &
Thorogood, 2011).
The PI will visit the study hospital and spend time during recruitment and
interviews and at other times that some participants are still in the hospital to informally
observe interactions between the recidivist adolescents in the milieu and document the
observations in his field notes. The PI will integrate with the unit nurses and other staff in
the course of this field observation and will endeavor not to call the attention of the
participants during such observation, so as not to interfere or influence the interactions.
Informal conversation with the unit healthcare providers, psychiatrists, nurses and
psychiatric technicians will also be undertaken in the course of participants’ field
observation and interviews as part of data triangulation. If required, the PI will seek to get
the UTHealth CPHS waiver for obtaining consents/assents from the other persons
involved in this informal non-participant observation of the study subjects during
submission of the study protocol. Though the interaction of participants with other nonparticipants and hospital staffs will be observed, only information from the participants
will be recorded and reported in the study. This field observation will help the PI to
further understand the recidivist adolescents’ description of their experiences and form
part of data triangulation.
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Data management and analysis.
A professional transcriptionist to be engaged by the PI will initially transcribe the
audio-tape recorded interview data using agreed transcription conventions (Silverman,
2001) to reduce errors, ensure credibility and repeatability of the process. The PI will
validate the transcription by listening to the tape while reading through the professionals’
transcription (Polit & Beck, 2012). Coding of data will be done by the PI developing a
coding tree with assistance from the methodology experts in his advisory team.
Information will be read and re-read to identify clusters of concepts or categories into
which data will be coded to derive themes. The study advisors will vet this process
intermittently to ensure rigor. The four stage ethno-nursing analysis guide (Leininger,
2005) will be employed in data analysis. The first stage involves collection, description
and recording of data; the second stage involves, the identification and categorization of
descriptors of data about the domain; the third stage involves the identification of patterns
in the context of the environment and the fourth stage involves the identification of major
themes, presenting findings, and making recommendations for future research based on
insights revealed by this study.
Systematic recording of information and decisions will be done to provide
adequate audit and decision trails for confirmability. NVivo 10 (QSR International, 2012)
computer qualitative data software or other appropriate software may be used for data
management in this process. Data collection and analysis will be done concurrently
almost simultaneously as information is generated by the interviews. Data analysis to
derive repetitive patterns and themes will be made using mainly the methods of Leininger
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(2005) in conjunction with those of Saldana (2013) and others. The PI will ensure
reflexivity during the course of this study by bracketing himself from the process to
minimize possible bias that maybe related to his goals, professional psychiatric and
mental health nursing background, and the long experience with this segment of the
adolescent population. The PI’s goals, professional training and experience will be
explained to the participants at the consent and assent stage, and reinforced during the
course of the interview in such a way as not to introduce bias on their own; and will be
included in the reporting of findings (Tong, Sainsbury & Craig, (2007).
The PI will seek constant feedback and debriefing from his advisors and other
faculty knowledgeable in this research method and clinical area specialists to further
reflexivity and achieve the quality criteria outlined in the framework of Whittemore,
Chase & Mandle (2001) that includes the primary criteria of credibility, authenticity,
criticality, and integrity. The secondary criteria include explicitness, vividness, creativity,
thoroughness, and congruence. Final documentation of the data analysis, auditing,
reporting, presentation and organization for possible publication of the study will follow
the study conclusion. The overall study will follow the schedule shown in Figure D1 in
Appendix D.

Study Limitations - Potential Problems and Alternative Approaches
Recruiting enough subjects to participate in the study could be a potential
problem. The investigation of the problem in broad range of adolescents with mental
illness instead of specific disorders, conducting a pilot study, and the long duration of the
study will help to address the challenge of recruiting enough participants. Getting the
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recruited participants to talk is another source of potential problem. The PI has taken a
qualitative data collection course that will aid him in the interviewing process. This
course together with the PI’s experience in caring specifically for hospitalized
adolescents with mental illness over a three year period will help to address the challenge
of getting these adolescents to talk.
Another potential problem will be that some participants may be discharged
before the start or conclusion of the interviews. Participants’ whose interviews are not
concluded before discharge will be dropped from the study and their information will not
be reported in the study. Every reasonable effort will be made to ensure the participants
are interviewed in the hospital. The study time schedule also has enough leeway built-in
to accommodate such eventuality. Though the study hospital selection and participants’
eligibility criteria are made to ensure feasibility of the study, any unforeseen
circumstances will be addressed with the help of study advisors and resources available
to the UTHealth School of Nursing.
This study could be limited by the fact that it is being conducted in one inpatient
psychiatric hospital in one region of the United States. But the study is an initial effort,
the outcome of which could form the basis for future research studies that may involve a
multidisciplinary team. The insight from the perspectives of the recidivist adolescents
with mental illness in this study may later be investigated in multiple sites in to assess
transferability with a view of eventually modifying services delivery models and
interventions in practice. However, this limitation has to be acknowledged in reporting
the finding of this study.
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Human Subject Participants
UTHealth CPHS approval will be sought before study commencement on this
vulnerable population of adolescents with mental illness. Informed consent will be
obtained from their parents after a period of not less than one week of the participants’
inpatient admission to allow them adequate time to settle down from the anxiety of
participants’ admission. Thereafter, assent will be independently obtained from the
participating adolescents within one week of their inpatient admission to allow them to
stabilize enough from their precipitating admission condition. Observation and audiotaping of participants’ interview in the psychiatric hospital will be in a unit location
chosen to ensure participants’ privacy and not portray them differently from other nonstudy adolescent patients. Effort will be made to mitigate the anticipated minimal risk to
the adolescents which may include loss of time and a possible increase in agitation as
they recall life experiences and psychological problems due to potential loss of personal
data. Interviews will be conducted at the convenience of the participants, privacy will be
provided, participants’ data will be limited to study requirement, de-identified, coded,
and stored in the PI’s study laptop that will not have internet access, and be password
protected.
If participants get unduly agitated during the interview, the interview will be
suspended and the matter will be brought to the attention of the unit nurses for necessary
intervention. The data will be backed-up in a flash drive which will be securely locked in
the PI’s cabinet at the UTHealth School of Nursing study carrel. Data will only be shared
with professional transcriber and study advisors who are conversant with confidentiality
expectations. The PI will closely secure and guard his laptop, and make reasonable effort
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not to leave it unattended. Study data stored in laptop hard drive, back-up flash drive and
paper hard copies will be destroyed within the time frame approved by the IRB. The PI
has undertaken all relevant CITI and CPHS courses and Boys Scout of America
certification for adults dealing with minors. Notwithstanding the planned use of
purposive sampling method, every effort will be made in recruitment to achieve gender,
race and socioeconomic class representation in the sample. The immediate benefit to
participants will be the gift of a $25 (Twenty-five Dollar) gift-card in appreciation of
their time and commitment to the study. The gift-card will be given to them at the time of
discharge to avoid possible conflict with others, but they will be informed of this at this at
the Assent stage.
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Appendix A
Topic Guide for Interview
1. Treatment recidivism and its meaning to the recidivist adolescents,
2. What factors the recidivist adolescents consider as contributors to recidivism in
relation to the underlisted,
2a. Contributions of patients if any,
2b. Contribution and nature of their problem condition,
2c. Contributions of their families and immediate environment if any,
2d. Contributions of hospitals and treatment team if any,
2e. Contributions school and/ or work and that environment if any,
2f. Other participants’ thoughts not included in the above listed,
3. Recidivist adolescents’ suggestions on the way forward if they consider it
necessary with respect to the underlisted,
3a. Contributions of patients if any,
3b. Contribution and nature of their problem condition,
3c. Contributions of their families and immediate environment if any,
3d. Contributions of hospitals and treatment team if any,
3e. Contributions school and/ or work and that environment if any,
3f. Other participants’ thoughts not included in the above listed,
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Appendix B
Sample Questions for Interview
1. Hi John, please tell me a little about yourself and your likes and dislikes (John is
an example, to show you address patient by name, though participant will be
informed that coding which will be mentioned before interview will replace name
in the records to be transcribed).
2. What was the issue that brought you to the hospital this time?
3. How many times have you been admitted to the hospital in the last 12 months?
4. Have you been previously admitted outside the last 12 months?
5. Think about your very first admission and what were the issues at that time?
6. In your readmissions in the last 12months, could you recall what happened?
7. Tell me your thoughts about being admitted to the hospitals again and again.
8. How do you see this? (As a problem or solution and what makes you think about
it that way?)
9. How does your family see this? How do they talk you about it?
10. How did your school and/or work, teachers and classmates see this? How did they
talk to you about it?
11. How did the hospitals and the treatment team, specifically- doctors, nurses, social
workers, therapists, chaplain and other patients see this? How did they talk to you
and others about it?
12. If you see it as a problem, what do you think can be done to reduce it?
13. If you do not see this as a problem, what other suggestions do you have about it?
14. Would you talk about other things related to this that we have not covered, but
you remember and consider important?
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Appendix C
Medical Record Data Extraction Form
Data Description

Participant #1

#2

Age
Gender
Race/Ethnicity
# of Previous
Readmisions
DSM Axis I & II
Diagnosis
Schooling or Working
Living with Family/
Foster Care or
Residential Facility
Family SocioecStatus

Family Structure
Family History

Figure C1. Medical Record Data Extraction Form

#3

#4

#5

#6

#7

#8

#9etc.
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Appendix D
Proposed Study Schedule
Description of Study
Activity

Fall 2015
A Se
u pt
g

Oct

Finalization &
Defense of Proposal

IRB: CPHS Approval
/Hospital Research
Committee
authorization
Recruitment and Data
Collection: Interviews,
Observation & Chart
reviews
Data Management &
Analysis

Documentation &
Reporting of Findings

Preparation for Final
Defense of
Dissertation
Edits & Preparation
for Publication

Figure D1. Proposed Study Schedule

Spring 2016
Nov
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c

Jan

Feb

Summer 2016
Mar

Apr

May

Jun

Jul

A
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Abstract
Problem: Treatment recidivism, described as frequent unplanned relapse readmissions, is
a national problem predominant in the subculture of adolescents with mental illness.
Because the main triggers of treatment recidivism in this population are not fully
understood from previous studies, the purpose of this study was to explore treatment
recidivism with the following aims: (i) To illuminate treatment recidivism from the
perspectives of recidivist adolescents with mental illness, (ii) To describe the main
factors that contribute to treatment recidivism and how best to minimize them from the
perspectives of these adolescents, (iii) To describe the interaction of the recidivist
adolescents with mental illness with the medical culture. Methods: A focused applied
medical ethnography was used to study16 purposively selected adolescents that met the
eligibility criteria. Individual and group interviews were conducted until data saturation
was achieved. Unobtrusive observation of participants was done in the unit and
demographic and clinical information extracted from their medical records. Findings:
The participants were near unanimous that the “additional stressors” of problematic
parental relations and school bullying were the main triggers of treatment recidivism that
needed to be addressed over and above their “routine stressors” of adolescence and
mental illness to minimize the problem. The participants had a mixed perception of
treatment recidivism and described their interaction with the medical culture as mostly
positive. Conclusion: Further research is needed on larger samples to determine the
impact of parental relations and school bullying on recidivism in adolescents with mental
illness.
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Treatment recidivism, conceptualized as frequent unplanned relapse readmissions,
is a national problem, predominant in adolescents with mental illness. Frequent inpatient
hospital readmission in adolescents with mental illness is varied, but higher than reported
in most other populations. Arnold et al. (2003) estimate readmission at 19% in six months
for adolescents after initial inpatient psychiatric unit discharge. Fontanella (2008)
estimates that 24 to 38% of adolescents were readmitted to a psychiatric unit one-year
after inpatient discharge. Bobier and Warwick (2005) reported a 65% readmission rate in
a 12-month period post discharge. Treatment recidivism is a significant social and
economic problem considering the adolescents’ burden of mental illness, decreased
school and job performance, disruption of the lives of patients’ families, and the
inevitable contribution to the increasing cost of healthcare. Cost implications could not be
easily ascertained, but can be imagined from the cost estimates of inpatient
hospitalization. Adolescents living with mental illness are a sub-culture of adolescence,
the critical growth period of developmental and social transition from childhood to
adulthood (Erickson, 1968; Steinberg, 2011). Culture has been defined in terms of the
beliefs, values, and behavior characteristics of a particular social, ethnic, illness or age
group as well as society (Dictionary.com, 2015; Engebretson, 2011). Treatment
recidivism has persisted and even increased since the time of managed-care despite
various efforts to address it (James et al., 2010; Garrison & Daigler, 2006). The factors
that influence recidivism in adolescents with mental illness are multiple, but not yet fully
understood. Previous efforts to address treatment recidivism or frequent readmission
evaluated the effectiveness of aftercare services (James et al., 2010; Carlisle, Mamdani,
Schachar & To, 2012) and factors such as patients’ clinical status, treatment models,
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family and environmental characteristics (Fontanella, 2008; Barker, Jairam, Rocca,
Goddard & Matthey, 2010) with mixed and sometimes conflicting results. The current
effort of the Affordable Care Act (ACA, 2010) to address treatment recidivism or
frequent readmission is limited to certain categories of patients’ conditions that do not yet
include adolescents with mental illness.
Sufficient studies do not exist on treatment recidivism in adolescents with mental
illness compared to their adult counterparts, despite the fact that treatment recidivism is
more prevalent in the adolescents with mental illness (Bobier & Warwick, 2005; Barker
et al, 2010; James et al, 2010). Moreover, most of the previous studies were quantitative
and did not seek the views of the recidivist adolescents with mental illness on treatment
recidivism. The purpose of this study was a focused applied medical ethnography to
explore treatment recidivism from the perspective of these adolescents with mental
illness with the following aims:
1. To illuminate treatment recidivism from the perspectives of recidivist adolescents
with mental illness.
2. To describe the main factors that contribute to treatment recidivism and how best
to minimize them from the perspectives of these adolescents.
3. To describe the interaction of the recidivist adolescents with mental illness with
the medical culture.
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Methods
Design, Setting, and Sampling
Focused applied medical ethnography, a type of qualitative method used to seek
the understanding of a subcultural group on a specific issue (Engebretson, 2011; Muecke,
1994; Richards & Morse, 2013), was used to gain a better understanding of treatment
recidivism from the perspectives of purposively selected recidivist adolescents on
admission in an urban southwestern United States psychiatric hospital. The design
involved the use of audio-recorded individual and group interviews, unobtrusive nonparticipant unit observation and extraction of information from participants’ medical
records (Polit & Beck, 2012; Silverman, 2014; Thorne, 2008). The study was done in a
large inpatient psychiatric hospital, in an urban city in the southwestern United States
with dedicated 20-bed general child/adolescent psychiatric unit. Purposive sampling
method was used to recruit the adolescents on inpatient readmission who met the
eligibility criteria.

Inclusion and Exclusion Criteria
Inclusion of participants was based on the following:
i.

Adolescent aged 13 to 17 years,

ii.

Admission to the study hospital at the time of recruitment,

iii.

Diagnosed with at least one mental illness, based on the DSM-IV (APA,
2000 & 2013) criteria and documented in participants’ medical records,

iv.

A history of at least one previous inpatient admission and discharge from
a psychiatric hospital for which the present admission is due to relapse,
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v.

Ability to read and speak English at 6th grade level or more.

Exclusion of participants was based on the following:
i.

Presence of intellectual disability and communication disorders,

ii.

Presence of any serious medical condition for which the patient had been
hospitalized at least twice in the last 6 months before recruitment.

Recruitment and Data Collection
Institutional Review Board approval was obtained prior to data collection.
Informed consents were obtained from the parents and thereafter the assent from each
adolescent participant. The parents and participants were approached within one week of
the participants’ admission to the hospital to allow time for a reduction in potential
increased anxiety level of the parents and for stabilization of the participants from their
acute precipitating admission condition. The participants were promised and given a $25
gift-card in appreciation of their time and effort in successfully completing the study
interviews.
The participants were interviewed individually at first and some later participated
in three group interviews that were comprised of three participants each. Recruitment and
data collection concluded with the achievement of saturation and redundancy after the
interview of 16 participants. Data collection involved the interview, non-participant unit
observation of the participants, and the extraction of demographic information from the
participants’ electronic medical records (see Table. 1). The interviews were conducted
using the topic guide categories and suggested sample questions shown in Tables 2 and 3
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respectively, but the sample questions were changed based on the participants’ responses
(Kvale & Brinkmann, 2009; Richards & Morse, 2013; Spradley, 1979). All participants’
interviews were audio-recorded. The parents of the participants were not formally
interviewed, but provided necessary information in the course of granting parental
consents. Field notes were documented of the non-participant observation of the
participants as they interacted in the milieu with themselves and others to better
understand the adolescents and their interview responses.
Data Management and Analysis
The interview audio-recordings were transcribed verbatim and edited before
analysis together with the non-participant observation field notes, medical chart
information, and other study memos. Unique codes were used to de-identify participants
in the course of data analysis which proceeded concurrently with data collection. NVivo
11 Pro (QSR International, 2013) data management software was used to organize study
data in the analytic process. Initial broad-brush coding was done using the topic guide
categories. This initial coding was followed by detailed coding and hierarchies of subcodes under the categories. Participants’ perspectives were derived from the repetitive
patterns and themes revealed in the detailed coding process. The four stage ethno-nursing
(Leininger, 2005) and thematic (Saldana, 2013) analysis methods guided the analytic
process. Efforts to achieve rigor and meet the quality criteria of credibility, authenticity,
criticality, integrity, explicitness, vividness, creativity, thoroughness, and congruence
(Whittemore, Chase & Mandle, 2001) included the use of an operational manual, audiorecording and verbatim transcription of interviews in addition to cross checking
participants’ responses with information from their medical records.
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Findings

Overview
The 16 participants in this study included six Black, four Hispanic and six White
recidivist adolescents who were in the age range of 13-17 years. The majority of the
participants in this study were from low socioeconomic families (11 of the 16
participants). A slight majority of the participants were females (9/16 participants) and
most were diagnosed with psychiatric or combined psychiatric disorders rather than
combined psychiatric and substance use disorders (Table 1). None had substance use
disorder alone. The psychiatric disorders noted were mostly bipolar disorder (8/16
participants) and mood or attention deficit hyperactive disorder (5/16 participants). The
other psychiatric or substance use disorders were each less than 20% of the total. Beyond
the above variations, the participants were near evenly spread in other demographic data
explored in this study.
The participants described a mixed perception of treatment recidivism. They
voiced dislike for their frequent inpatient hospital readmission, but believed it was
necessary. They were emphatic that the “additional stressors” of problematic parental
relations and bullying in schools were the major contributors to treatment recidivism over
and above the “routine stressors” of adolescence; psychiatric diagnosis, medication
compliance issues, and aftercare follow up. The participants mostly described a positive
perception of their interaction with the medical culture.
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General Perception of Treatment Recidivism
All of the 16 participants had mixed perceptions of treatment recidivism, but said
that they had no special name for it other than readmission or relapse. The participants
were not comfortable with their frequent return to the hospital, but considered it
necessary to manage an acute escalating situation that could not be handled well at home,
especially as the home was a main part of the problem. A 15 year old female participant
put it this way: “Well, it is bad to come to the hospital again and again. But, at the same
time, it’s good, because you needed the help. It’s better to be back than the alternative”.
Another 15 year old female agreed: “Well, I think it’s good when you are here and you
learn. But, I think it’s bad that you are here because you shouldn’t be here often”.
Another 15 year old male participant added: “I believe that what's needed is needed and
if you have to come back then you should come back, then it's in your best interest that
you do”.
Main Contributing Factors to Treatment Recidivism
The analysis of data from the 16 participants revealed the two main themes of
“problematic parental relations” and “bullying” in schools as the main contributors to
their treatment recidivism. However, they acknowledged the presence of “routine
stressors”. A model integrating the contribution of the major “additional stressors” of
problematic parental relations and bullying in school found in this study with the “routine
stressors” of adolescence, psychiatric diagnosis, medication compliance issues, aftercare
follow up issues, to treatment recidivism in adolescents with mental illness is illustrated
in Figure. 1.
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Problematic parental relations.
The participants were emphatic that the “additional stressor” of problematic
parental relations derived from the repetitive patterns of conflicts or not getting along
with their parents described in various forms such as “conflict with my parents”, “ my
parents do not understand me”, “my mom makes me mad” , “dad should stop all the
insults”, and similar others was a main trigger of treatment recidivism that underlie the
complaints of suicidal ideation and threats, non-suicidal self-injuries/self-cutting, anger,
aggression, fighting, acting out, truancy, and depression that led to their frequent
readmission. They believe the above listed signs and symptoms manifested their feelings
of isolation, alienation, loneliness, desperation, not being loved and wanted, distrust, and
worthlessness mostly due to the underlying trigger of problematic parental relations.
The participants were unequivocal that the additional stressors of problematic
parental relations were a major trigger of treatment recidivism, but they also
acknowledged the contribution of some obvious factors previously noted in the literature
such as their psychiatric diagnosis, medication non-compliance, lack of aftercare services
follow-up, neighborhood and family circumstances. They viewed these as “routine
stressors” with which they could function. One 15 year old female participant said this
about problematic parental relations trigger: “Most of the time I hear from other teens
that their parents brought them here because they were having problems with their
parents rather than at school or at work”. A 16 year old male talking about his mother
added: “I try to be calm but then she does everything in her power to get me mad”. A 15
year old female participant said: “Just that I feel like my parent, my family doesn't love
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me for me, and I feel like they don't accept me. Since I admitted that I was gay and my
mom didn't take it so well”.
Bullying in schools.
Bullying in schools has been variously defined, but essentially is unwanted
aggressive physical or verbal behavior due to some power imbalance that is likely
repeated over time with the intention of excluding the bullied from the group (Bullying
Definition, n.d.). “Bullying” in schools derived from the repetitive patterns of difficult
interpersonal relations with school mates described variously as “bullying”, “how the
students interact with each other”, “they say all sorts of things to get you”, and “guys
sometimes fake illness to avoid going to school because of other kids”, which appear to
align with the above definition of bullying. They believed that bullying was a major
trigger of treatment recidivism.
On bullying in schools as a main trigger of treatment recidivism, a 16 year old
male responded: “I think school plays a major part, because of bullying and peer
pressure”. Another 15 year old female replied: “Most of the time the kids are depressed
because they’re students in a school where they get bullied”. One 14 year old male
participant added: “We may start faking illness just not to go to school and experience
bullying”. Another 15 year old male simply replied to main triggers: “It’s problems from
school and from home, but mainly home”. A 17 year old female participant blamed
bullying thus: “Sometimes, it could be because of bullying. That’s just bullying or people
just saying stuff just to get to you, some stuff like that”.
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Suggestions to Reduce Treatment Recidivism
The participants suggested that addressing the additional stressor triggers of
problematic parental relations and bullying in schools could reduce treatment recidivism.
They also envisaged that the routine stressors such as ensuring medication compliance,
follow-up with aftercare treatment and counselling services, and neighborhood issues
should be maintained to complement the effort. The suggestions came in different but
related forms. One 15 year old female participant said while talking about parental
interaction: “Um, talk it out, like, instead of always forcing me to do things to meet me
halfway, at least, you know? Instead of never asking my opinion, ask it. To hear me out
on some things”. Another 15 year old male participant advised: “The interaction should
be very healthy interactions. It needs to be very healthy interactions, very positive
interactions. Such that a parent at the very least, pretends that he or she cares about how
the child is doing, such as asking them how their day was or making sure they're well fed,
asking if they're feeling okay, that kind of stuff”. Another 15 year old female participant
has this to say on parents: “The parents can try to become closer to their kids. My
parents–we’re close, but we’re just not, like–I don’t know how to explain it”. Another 15
year old female was even more conciliatory: “Because sometimes parents don’t
understand their kids half of the time. They’re still learning how to raise a kid
themselves”.
On how to address bullying in schools to make the recidivist adolescents feel safe,
less stressed in school, and able to function at the routine level despite their mental
illnesses; a 16 year old female participant indicted school administrators saying: “Most
schools tend to just not care”. She advised school administrators: “To actually watch,
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just like watch more and listen more. Look for signs, you know? Just help kids speak out.
Let the kids know that they don’t have to be scared”. Another 15 year old female
participant said: “The way I see it is for them to set up a club for those who are bullied,
those who want to seek refuge. Like, if you're being chased by somebody inside the
schools go to the library and seek refuge in there”. Yet another 14 year old male
participant advised: “When someone says that there is bullying going on, they should
accept it. They should not consider it as a tattletale”. He further added: “I want more
staff in the hallways……so I think we should get more security to supervise the schools”.
Similar suggestions ran through the transcripts in different forms with a 17 year old
female participant advocating for school counselling: “School counseling, I think it helps
because I go to school counseling and I know. I see a therapist three times a week at
school, whenever I need it. I think that helps”.

Perception of the Interaction with the Medical Culture
The participants described the perception of their interaction with the medical
culture as mostly positive and satisfactory. They however made suggestions on different
areas they want to see some adjustments to make it even better. A 17 year old female
participant said: “I see it’s worked, from what I’ve seen, I think everything is working
pretty good. I see that the kids like it here. I mean, everybody’s getting the help they need
and the medical help is good here. Everything I like it. They’re helping me and I’ve been
good so far”. While a 15 year old female believes: “It’s very organized, but I see that
admissions process—well, but it's usually very long and kind of painful”, another 15 year
old male stated: “I feel like the things the hospital is doing are things needed within the
hospital's environment, such as keeping a structured, organized schedule throughout the
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day making it a safe environment all that is perfectly fine”. Yet another 15 year old
female participant said: “Well, it's very organized, and as Ricky Martin said, life is crazy.
So having a schedule, a structured place, like this, can be very easy I guess on yourself.
And then when you go back to the world, it's like so crazy, you want to go back in, into
your little turtle hut”.

Discussion
The adolescents’ acknowledgement of the routine stressors/factors associated with
readmission underscore the significance of their perspective that problematic parental
relations and bullying especially in schools were the main triggers of treatment
recidivism. Even though they acknowledged the routine stressors are part of their lives,
they were only mentioned when the participants were asked to think of any other factors
that could lead to rehospitalization. They viewed the “routine stressors”, more like the
“hygiene factors” in Herzberg’s motivational theory (Herzberg, 1959; Herzberg, Mausner
& Snyderman, 1968).
The findings that problematic parental relations and school bullying were the
main triggers of treatment recidivism appear to have support in both the ecological
transactions model (Bronfenbrenner, 1979; Gonzales, 2009; O’Connell, Boat & Warner,
2009) and systems theories (Bertalanffy, 1968; Neuman & Young, 1972) which postulate
that humans live in an ecological system, interact with and are influenced by their
environment which they also influence. The findings also appear to have support in the
stress theories (Lazarus & Folkman, 1984) that emphasized the influence of stressors on
physiological, emotional, mental and physical behaviors of humans.
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Thus, the mere grouping of problematic parental relations with the broad family
characteristics or bullying in schools with the broad environmental factors may conceal
the specific nature of these triggers and diminish the level of clarity revealed by this
finding. The specific clarity of isolating the main triggers could help in early
identification of those at risk and aid the search for focused interventions that could
reduce treatment recidivism. Based on anecdotal evidence from the first author’s
interaction with families while working in the adolescent units of different psychiatric
hospitals, parents tended to “medicalize” their teen’s situations and got frustrated that the
hospitals “failed to provide the quick and permanent fix” for their troubled teens.
However, parents “medicalization” of all their teens’ problems may be overly simplistic.
It is not certain which of these two main triggers has more influence on treatment
recidivism. Anecdotal evidence from several psychiatric hospitals points to the increased
admission of these adolescents to the hospitals when schools are in session than during
the holidays, which may suggest that bullying has a higher level of influence. However,
the exact nature and level of influence for these triggers is uncertain because of the
complex relationship that could exist between them and could only be ascertained
through mixed method studies on the subject in the future.
The findings highlights the need for possible adjustment to the “content” of the
present family meetings and family therapy in the hospitals to go beyond mainly “sharing
of information with patients and families on available resources and encouraging
compliance with aftercare follow up” to accommodate more of “adolescent parental
relations and parenting skills” especially for parents of troubled teens. It should be noted
that the previous opportunities of the informal socialization of parenting skills have been
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eroded by the circumstances of our changing society (Marcosi, 2015; Bumpass, 1998).
Therefore, stakeholders may need to investigate new avenues for teaching these skills to
address the present inadequacy. As one participant put it while talking on parents,
“…..but it’s like they don’t understand either. Because sometimes parents don’t
understand their kids half of the time. They’re still learning how to raise a kid
themselves. They’ve never raised a kid before. They’re still learning”.
The findings of this study also further spotlight the recognition that bullying has
become a major problem in schools, different from the routine pressures of school work.
Judged by the grade level at school, responses of participants and parents, it appears that
a sizeable number of these recidivist adolescent participants were getting along enough
with their school work. They were capable of being in school and functioning reasonably
notwithstanding the routine stressors of adolescence and mental illness, except for the
additional stressors of bullying and/or problematic parental relations. Recent studies have
not only supported the traumatic and harmful effects of bullying, but even associated
bullying with higher probability of developing a mental illness later in life (Sourander et
al, 2009). Bullying was not mentioned as peculiar to these adolescents because of their
mental illnesses as they claimed that most of their school peers were not aware of their
psychiatric diagnosis, but that bullying was rampant across board. The immediate impact
of bullying was probably felt more by these adolescents with mental illness because they
were already “stressed” relative to other students.
Again stakeholders would need to redouble efforts on the menace of bullying in
schools. While bullying may occur outside the schools, most occurs in schools. Bullying
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in schools has been recognized as a serious societal problem, but current efforts to
address it are not adequate as the participants revealed. The participants, though from
different schools, very easily attested to its existence in their various schools. Their
suggestions that more opportunities be created for them to speak out without being afraid
and for schools to have trained personnel that will proactively be on the lookout for signs
of bullying should be considered. Schools should evaluate implementing visible and
deterrent interventions on those caught engaging in bullying to protect and assure other
students. Schools should not only be safe, but should be seen as such by the students, so
that their anxiety is limited to school work.
Their mixed perception of treatment recidivism should not come as a surprise,
because adolescents should have more important “adolescent activities” to do outside the
hospitals such as learning, growing and interacting than being in the hospital. But the
overwhelming anxiety created by the identified additional stressors makes their illness
relapse and render them unable to effectively participate in those adolescent activities and
so they settle for the inevitable option of going back to the hospital. Their positive
perception of the medical culture should be expected, because they see the hospitals as
the last resort. The order, structure, caring, listening ear, respect, and non-judgmental
interactions in the hospitals provide what they desired but could not get in the outside
world of the home and school.
The supplemental finding that most recidivists had combinations of psychiatric
diagnoses than combined psychiatric and substance use diagnoses was also revealing.
However, this finding has to be considered against the background that a lot of these
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adolescents use substances at various levels that may or may not meet diagnostic criteria
(CDC, 2014) at their time of hospitalization. Another supplemental finding was that a
majority of the participants were from low socioeconomic families; low socioeconomic
status determined on the basis of participants’ receipt of free meal in school. Though this
finding has support in previous studies that found association between negative health
outcomes and low family socioeconomic status, it could be associated with the fact that
the study hospital serves a good number of the indigent families. However, it could also
be a mirror of the disparity that still exists in health care which needs to be addressed to
improve health.

Limitations of the Study
The major limitations of this study include that it was conducted in one inpatient
psychiatric hospital that served mostly the indigent population in one region of the United
States and focused only on the perspectives of a relatively small number of purposively
selected recidivist adolescents with mental illness. Furthermore, non-English speaking
participants were excluded and the study included a broad rather than narrow
classification of mental illnesses.

Conclusions
Though the findings represent only the perspectives of the recidivist adolescents
with mental illness, they are both insightful and well-articulated. The findings could
further the efforts towards focused assessments of adolescents with mental illness and
help with early identification of those at risk which would support well targeted
interventions to address treatment recidivism in that sub-culture.
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There is the need to follow this study with large multicenter studies that could
span regions and/or countries. Such studies could be inclusive of other perspectives such
as those of parents and/or healthcare providers, employ methodological diversity, and
benefit from multidisciplinary teams considering the nature of the issues raised in the
findings of this study.
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Table 1
Participant demographics and other characteristics
Participant

Age

Gender

Race

# of
ReAdmits

DSMIV
Axis I
Dx

Status

Living
Status

Family
SES

Family Structure

Family
Psych
Hx

1

15

F

W

≥2

B/D,
PTSD
SUD

NS/NW

CPS

L

CPS

Psych
+ SUD

2

16

M

B

≥2

B/D

S = 10th

Family

L

Single
parent

N/A

3

15

F

W

≥2

MDD

S= 10th

Family

L

Dual
parent

N/A

4

16

M

H

≥2

B/D,
ADHD

S = 8th

Family

L

Dual
parent

N/A

5

15

F

W

≥2

MDD

S = 10th

Family

M

Dual
parent

Psych
Dx

6

13

F

B

≥2

B/D,
ODD

S = 7th

Family

L

Single
parent

N/A

7

13

M

B

≥2

B/D

S = 7th

Family

M

Dual
parent

N/A

8

17

M

H

≥2

M/D,
ADHD

S = 9th

Family

L

Single
parent

Psych
Dx

9

17

F

H

≥2

B/D

S = 11th

Family

L

Dual
parent

N/A

10

15

F

B

≥2

B/D,
PTSD

S = 9th

Family

L

Single
parent

Psych
Dx

11

16

F

W

≥2

D/D

S = 10th

Family

M

Dual
parent

Psych
+ SUD

12

16

F

B

≥2

M/D,
ADHD

S = 9th

Family

L

Dual
parent

Psych
+ SUD

13

15

M

H

≥2

M/D,
ADHD

S = 9th

Family

L

Single
parent

N/A

14

15

F

B

≥2

B/D,
ADHD

S = 8th

Family

L

Dual
parent

Psych
Dx

15

16

M

W

≥2

M/D,
C/D,
SUD

S = 10th

Family

M

Single
parent

Psych
+ SUD

16

14

M

W

≥2

S = 10th

Family

H

Dual
parent

N/A

M/D,
I/D
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Note. B=Black; H=Hispanic; W=White; N/A= Denied/not seen in record; N/S=Not schooling; N/W=Not working;
S=Schooling; B/D=Bipolar D/O; C/D=Conduct D/O; D/D=Depressive D/O; I/D=Impulsive D/O; M/D=Mood D/O;
MDD=Major Depressive D/O; ODD=Oppositional Defiant D/O; SUD=Substance Use Disorder.

*Problematic
parental relations
stressors

‐Med non‐compl.
‐Aftercare issues
‐Family issues
‐Environ issues

Inpatient
re‐
admission

*Bullying stressors
(mainly in schools)

Main Trigger Stressors

Inpatient
Treatment
Recidivism

‐Adolescence
stressors
&
‐Mental illness
stressors

Routine/Basic Stressors

Treatment Recidivism

Figure 1. Model of Triggers of Readmission and Treatment Recidivism
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Manuscript Appendix A
1. Treatment recidivism and its meaning to the recidivist adolescents,
2. What factors the recidivist adolescents consider as contributors to recidivism in
relation to the under listed,
2a. Contributions of patients if any,
2b. Contribution and nature of their problem condition,
2c. Contributions of their families and immediate environment if any,
2d. Contributions of hospitals and treatment team if any,
2e. Contributions school and/ or work and that environment if any,
2f. Participants’ other thoughts not included in the above listed,
3. Recidivist adolescents’ suggestions on the way forward if they consider it
necessary with respect to the under listed,
3a. Contributions of patients if any,
3b. Contribution and nature of their problem condition,
3c. Contributions of their families and immediate environment if any,
3d. Contributions of hospitals and treatment team if any,
3e. Contributions school and/ or work and that environment if any,
3f. Participants’ other thoughts not included in the above listed.
4. Participants’ perspectives and attitudes to the medical culture.
Topic Guide for the Interviews
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Manuscript Appendix B
1. Hi John, please tell me a little about yourself and your likes and dislikes (John is
an example, to show how to address patient by name).
2. What was the issue that brought you to the hospital this time?
3. How many times have you been admitted to the hospital in the last 12 months?
4. Have you been previously admitted outside the last 12 months?
5. Think about your very first admission and what were the issues at that time?
6. In your readmissions in the last 12months, could you recall what happened?
7. Tell me your thoughts about being admitted to the hospitals again and again.
8. How do you see this? (As a problem or solution and what makes you think about
it that way?
9. How does your family see this? How do they talk you about it?
10. How did your school and/or work, teachers and classmates see this? How did the
hospitals and the treatment team, specifically- doctors, nurses, social workers,
therapists, chaplain and other patients see this? How did they talk to you and
others about it?
11. If you see it as a problem, what do you think can be done to reduce it?
12. If you do not see this as a problem, what other suggestions do you have about it?
13. Would you talk about other things related to this that we have not covered, but
you remember and consider important?
14. What are your perspectives and attitude to the medical culture?
List of Typical Questions used in the Interview
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Appendix A
Committee for the Protection of Human Subject Approvals
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Appendix B
Study Hospital Approvals
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Appendix C
Research Study Protocol – Parental Consent and Adolescent Assent
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